The relationship between age and the prognosis of patients with hepatocellular carcinoma (HCC) has been widely investigated. However, few studies have focused on the influence of patient age on the prognosis of HCC with microvascular invasion (MVI). Patients with histologically confirmed HCC with MVI who underwent hepatectomy between 2008 and 2016 were retrospectively enrolled in this study and allocated to younger (young group) and older age groups (old group) according to age< or ≥60 years. A propensity score matching analysis was performed, and prognostic factors evaluated by Kaplan-Meier curves and Cox proportional hazards regression. Intraoperative and postoperative characteristics were compared between the two groups. A total of 374 patients were enrolled in this study. There were 84 patients in each group after a 1 : 1 propensity score matching analysis. The rates of both disease-free survival (DFS) and overall survival (OS) differed significantly between the age groups. By univariate and multivariate analyses, age < 60 years was significantly associated with DFS (hazard ratio, 1.590; 95% CI, 1.135-2.228) and OS (hazard ratio, 1.837; 95% CI, 1.259-2.680). There were no significant differences in intraoperative or postoperative characteristics between the two age groups. In patients with histologically confirmed HCC with MVI, the prognosis is poorer for those aged younger than 60 years than for those aged 60 years or older. Hepatectomy can be safely performed in selected older patients.
Introduction
Liver cancer has recently been reported to have the sixth highest incidence and to be the fourth leading cause of cancer death among all neoplasms worldwide [1] . Hepatocellular carcinoma (HCC) is the most prevalent type of liver cancer, comprising 75% to 85% of all cases [2] . Hepatectomy remains one of the most effective treatment strategies for selected patients with HCC [1, 3] . However, poor prognosis is the biggest obstacle to the treatment of HCCs [4] . Microvascular invasion (MVI) is the risk factor that is most closely related to the prognosis of patients with HCC [5, 6] and has therefore been widely studied in recent years [7] [8] [9] [10] .
Tumor-related problems in older individuals have recently aroused great concern [11] , health problems in this age group being increasingly prominent with the aging of populations worldwide. Over the past two decades, the ageadjusted morbidity of HCC has increased because of aging and population growth [2, 12] . It has been reported that age is not associated with prognosis in patients with HCC who have undergone hepatectomy [13] . However, another study found that the survival of older individuals after liver resection for HCC is poor, despite the fact that the estimated relative survival suggests that hepatectomy can benefit these patients [14] . Moreover, older and younger patients with HCC are often treated differently [15] .
In terms of the established correlation between MVI and prognosis of HCC and the possible difference in prognosis between younger and older patients, few studies have compared the outcomes of patients with MVI according to age group. Therefore, the aim of this study was to investigate the differences in prognosis between younger and older patients with HCC and MVI (HCC-MVI).
Materials and Methods

Patients.
Data of 714 patients with HCC-MVI who had undergone hepatectomy in our department from January 2008 to November 2016 were retrospectively collected. All enrolled patients had pathologically confirmed HCC-MVI. The definition of MVI was microscopic tumor invasion identified in the portal or hepatic vein of the surrounding liver tissue, contiguous with the tumor. In accordance with the definition of the World Health Organization, older patients were defined as those aged 60 years or older [16] . Thus, the patients were allocated to older (age greater than or equal to 60 years) and younger age groups (age less than 60 years) in this study. Our study was approved by the West China Hospital of Sichuan University Biomedical Research Ethics Committee. Because this was a retrospective study of anonymized data, consent to participate was not required. The clinical trial registration number is ChiCTR2000029320.
To avoid bias, 1 : 1 propensity score matching (PSM) between the two cohorts was performed, and 84 patients enrolled into each group. Inclusion criteria comprised of (1) generally good condition without major organ dysfunction, (2) no history of another malignant tumor, (3) pathologically confirmed MVI, and (4) having undergone curative resection.
Design.
Patients diagnosed with HCC in accordance with published diagnostic criteria for HCC [17] were allocated to older and younger age groups. To fully assess the patient's general condition before surgery, abdominal enhanced computed tomography (CT) or magnetic resonance imaging, cardiopulmonary function, and serological testing, including hepatitis B surface antigen, alpha-fetoprotein (AFP), gammaglutamyl transpeptidase (GGT), aspartate aminotransferase, alanine aminotransferase, white blood cell count, lymphocyte count, and total bilirubin were performed. Disease-free survival (DFS) and overall survival (OS) were compared between the two age groups using the Kaplan-Meier method, and significant differences were identified using log-rank analysis. Univariate and multivariate Cox proportional hazards regression analyses were performed to identify significant and independent risk factors for poor prognosis.
2.3. Follow-Up. Follow-up ended in November 2016 or at death. DFS was defined as time from hepatectomy to the first detectable recurrence and OS time as time from hepatectomy to death or last follow-up. After the operation, the patient was followed up for the first month and thereafter every three months. Routine blood examination, liver function, serum AFP concentrations, and ultrasonic examinations (ultrasound, contrast-enhanced ultrasound) were routinely performed at each follow-up. If a definite or possible recurrence was detected, further tests, such as abdominal enhanced CT or abdominal enhanced magnetic resonance imaging, were performed and treatment decisions made after the patient's condition had been fully assessed by our multidisciplinary team, which consisted of hepatic surgeons, an oncologist, and a radiologist.
2.4. Statistical Analysis. Categorical variables were compared using the χ 2 or Fisher exact test, whereas continuous variables were compared using the Mann-Whitney U test. Survival curves of the two study groups were constructed using the Kaplan-Meier method, and the survival curves were compared using the log-rank test. To identify factors independently associated with OS and DFS, univariate analysis HCC-MVI patients n = 714
Other malignancies n = 2
Mixed-type HCC n = 2
Lost to follow-up evaluation n = 228
Recurrence within 4 weeks n = 3
Missing data n = 105
Enrolled in analysis n = 374
After PSM analysis n = 84 in each group 2 Gastroenterology Research and Practice was carried out using a Cox proportional hazards stepwise model; the significant (P < 0:05) variables were then subjected to stepwise multivariate analysis. To overcome possible selection bias, 1 : 1 PSM between the old group and young group was applied using the nearest-neighbour matching method with a caliper of 0.02 [18] . All analyses were performed using SPSS Statistics version 22.0 for Windows (IBM Corp).
Results and Discussion
Patient Characteristics.
A total of 714 eligible patients were retrospectively identified. The final analysis did not include individuals who were excluded because they were found to have other malignancies during follow-up (n = 2), had data missing (n = 105), were pathologically confirmed as having mixed-type HCC (n = 2), had recurrence within 4 weeks (n = 3), or were lost to follow-up (n = 228). Finally, 374 patients were included in the analysis ( Figure 1 ). As shown in Table 1 , the baseline characteristics of the two age groups differed before the PSM, whereas after the PSM, there were no significant differences between them (Table 2) . No significant differences in intraoperative or postoperative characteristics were identified between the two age groups (Table 3) .
Survival Analysis.
Before PSM analysis, the estimated 6-month, 1-year, 2-year, and 5-year recurrence rates in the younger group were 62.8%, 76.4%, 83.7%, and 90.3%, respectively, and in the older group were 43.5%, 56.5%, 68.5%, and 82.2%, respectively ( Figure 2 (a); P < 0:001). The estimated 6-month, 1-year, 2-year, and 5-year OS rates were 75.5%, 54.2%, 33.9%, and 22.2%, respectively, in the younger group and 82.6%, 73.9%, 54.3%, and 37.3%, respectively, in the Figure 2(b) ; P = 0:001). After PSM, the estimated 6-month, 1-year, 2-year, and 5-year recurrence rates were 63.1%, 76.2%, 84.5%, and 90.0%, respectively, in the younger group and, the 42.9%, 56.0%, 69.0%, and 82.1%, respectively, in the older group ( Figure 2(c) ; P = 0:006). The estimated 6-month, 1-year, 2-year, and 5-year OS rates were 81.0%, 58.3%, 34.5%, and 23.2%, respectively, in the younger group and 84.5%, 75.0%, 54.8%, and 38.9%, respectively, in the older group ( Figure 2(d) ; P = 0:010). Table 4 , on univariate analysis, age, postoperative adjuvant transcatheter arterial chemoembolization (TACE), Barcelona Clinic Liver Cancer (BCLC) stage, and lymphocyte (LYM) count were identified as significant risk factors for DFS, and age, BCLC stage, reoperation, giant vascular invasion, and LYM count were identified as significant risk factors for OS. Multivariate analyses revealed that the following factors were significantly associated with DFS: age (hazard ratio, 1.590; 95% CI, 1.135-2.228), postoperative adjuvant TACE (hazard ratio, 1.647; 95% CI, 1.170-2.320), and LYM count (hazard ratio, 0.653; 95% CI, 0.484-0.880). Similarly, multivariate analyses showed that age (hazard ratio, 1.837; 95% CI, 1.259-2.680), reoperation (hazard ratio, 1.647; 95% CI, 1.170-2.320), and LYM count (hazard ratio, 0.592; 95% CI, 0.419-0.838) were associated with OS.
Independent Risk Factors of Prognosis. As shown in
Discussion
Our study was large, enabling us to perform PSM. There were no statistically significant differences in baseline data between the age groups selected by PSM. We mainly investigated the [19, 20] , we found that older patients have a better prognosis than younger ones. The biological behaviour of HCC reportedly differs greatly between younger and older individuals. The reasons for this difference are not fully understood but are likely due to differences in hepatocarcinogenesis [21, 22] . Previous data have indicated that androgen receptor (AR) and phosphoinositide-3 kinase (PI3K) are upregulated and become dominant pathways in tumor tissues with aging [23] [24] [25] . Overexpression of AR and PI3K pathways is significantly associated with poor survival [25] [26] [27] [28] . This is at variance with the finding in our study that older age is associated with a better survival in patients with HCC.
This discrepancy may be attributable to the fact that our study included only patients with MVI. Some previous studies have reported that younger patients have a worse prognosis, which is consistent with our results; however, those researchers considered that the poorer prognosis is mainly attributable to worse tumor-related indicators, such as larger tumor diameter, later tumor stage, and higher AFP concentration [15 , 29, 30] . In our study, both before and after performing PSM, there was no significant difference in these indicators between the two age groups of patients. We therefore do not believe that the identified prognostic differences are solely due to differences in these factors. MVI status was not considered in the abovementioned studies, despite it reportedly being strongly associated with a poor prognosis [5, 6] . As mentioned earlier, differences in age can be associated with different biological behaviours and some researchers consider that the impact of MVI status on the biological behaviour of tumors varies with age [31, 32] . Thus, differences in age may lead to different biological behaviours of MVI, resulting in different outcomes.
One of the drivers of the increasing incidence of HCC is the progressive aging of the population, which reportedly contributed 16% of the 38% increase in cases from 2006 to 2016 [33] . Some studies have found that older patients are less tolerant than younger patients to surgical resection, which is a complex procedure, and thus may be treated more conservatively than younger patients for the same condition [15, 34] . However, a growing body of research has confirmed that older patients with HCC who undergo resection can achieve outcomes comparable to those of younger patients [13, 14, 23, 35] . This is largely attributable to considerable improvements in postoperative medical care and therefore better control of postoperative complications in older patients. Even individuals older than 75 years have been reported to undergo surgery safely [36] . In addition, in our study data, we found no significant differences in intraoperative or postoperative clinical variables between the two age groups of patients. Therefore, postoperative complications are no longer a barrier to surgery on older patients. Admittedly, the cardiopulmonary function of the older patients in our study was rigorously assessed.
The BCLC classification system for HCCs does not include age or MVI [2] ; we believe that more attention to these two factors is justified. Older people tend to receive more conservative treatment than younger individuals for the same condition and thus may miss out on the most 
Conclusions
In patients with histologically confirmed HCC-MVI, the prognosis of those older than 60 years is superior to that of younger patients. Older individuals can undergo hepatectomy safely, and postoperative complications are no longer a barrier to surgery for them.
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